
Clinical Documentation Improvement for OMSs 

Detailed and accurate 
documentation is imperative 
for proper CPT, CDT,  

ICD-9-CM and ICD-10-CM code 
selection, reimbursement and patient 
care. The American Health Information 
Management Association (AHIMA) 
defines clinical documentation as “any 
manual or electronic notation (or 
recording) made by a doctor or other 
healthcare clinician related to a patient’s 
medical condition or treatment.” 
Claims are often rejected and/or 
down-coded due to insufficiently 
detailed documentation provided by 
the surgeon in support of the reported 
codes. AAOMS recommends that 
all members document according to 
the exact procedure performed. For 
instance, if a f lap required elevation, or 
a fracture was traumatic vs pathologic, 
then document as such. Accurate 
documentation helps your coding 
staff select the proper diagnosis and 
procedure codes, reduces the number 
of claim denials or instances of down-
coding, and provides a clear explanation 
of what the procedure entailed from a 
liability standpoint.  

Documentation should be specific to 
the patient and the encounter. Avoid 
“cloning,” that is documentation 
worded the same as or similar 
to previous entries, or when 
documentation is exactly the same from 
patient to patient. Often done to save 
time, cloning occurs when information 
from past visits is “copied and pasted” 
into the documentation for a different 
visit. Medicare carriers have declared 
that, whether the documentation 
resulted from the use of an EHR, a pre-
printed template, or was handwritten 

by the doctor, cloning of patient 
documentation will lead to the denial 
of claims and/or the recoupment of any 
overpayments made as a result of the 
cloning. 

Beginning October 2015, hospitals 
and insurance carriers will require 
ICD-10-CM diagnosis codes. The 
increased specificity of the ICD-10 
code set will require more specific 
support documentation so that codes 
are properly assigned. For example, 
ICD-10-CM coding requires the more 
specific mention of whether caries is 
limited to the enamel, dentin, or pulp 
and the patient’s class of edentulism 
pertaining to a specific cause (loss of 
teeth due to trauma, class I-IV). 

As another example, in the case of 
fractures, it will be necessary to 
specify if a fracture is of “traumatic” or 
“pathologic” nature. Traumatic fracture 
documentation and coding will need to 
include:

 Encounter type: initial encounter, 
subsequent encounter with routine 
healing, subsequent encounter with 
delayed healing, malunion, nonunion, 
or sequelae

If the staff person responsible for 
coding is unable to assign a code 
due to conf licting or incomplete 
documentation relating to the patient’s 
diagnosis or procedure, the OMS 
should be notified and asked to clarify 
the informaton. A standard query 
form for coder/doctor use can be very 
helpful. Doctor’s need not be queried if 
a documentation discrepancy does not 
impact the code selection. Querying 

the OMS may be appropriate when the 
documentation in the patient’s record 
does not meet all five of the following 
criteria:

• Legibility

• Completeness

• Clarity 

• Consistency 

• Precision 

Remember, if it isn’t documented, it 
didn’t happen. For more information 
on the query process, visit the 
AHIMA Web site at http://library.
ahima.org/xpedio/groups/public/
documents/ahima/bok1_040394.
hcsp?dDocName=bok1_040394. 

In May 2014, the Department of Health 
and Human Services (HHS) Office 
of Inspector General (OIG) released 
“Improper Payments for Evaluation and 
Management Services Cost Medicare 
Billions in 2010,” a report that focused 
on the number of Evaluation and 
Management (E/M) service claims that 
either lacked the proper documentation 
or were coded incorrectly during the 
2010 calendar year. The report states 
that Medicare made nearly $7 billion 
in improper payments due to coding 
errors, upcoding, and/or down coding. 
The OIG recommends that CMS 
provide training and education in 
proper E/M coding.

Many health plans perform utilization 
reviews/audits on doctors and will 
request refunds for improperly coded 
claims, and/or claims lacking proper 
documentation. For example, the 

PRACTICE  
MANAGEMENT NOTES

NOVEMBER/DECEMBER 2014 | VOLUME 12, ISSUE 6

Practice Management Notes | aaoms.org   1

http://library.ahima.org/xpedio/groups/public/documents/ahima/bok1_040394.hcsp?dDocName=bok1_040394
http://library.ahima.org/xpedio/groups/public/documents/ahima/bok1_040394.hcsp?dDocName=bok1_040394
http://library.ahima.org/xpedio/groups/public/documents/ahima/bok1_040394.hcsp?dDocName=bok1_040394
http://library.ahima.org/xpedio/groups/public/documents/ahima/bok1_040394.hcsp?dDocName=bok1_040394


2     Practice Management Notes | aaoms.org

AAOMS has heard from members 
that some dental insurance plans are 
performing claims audits on surgical 
extraction cases and citing lack of 
proper documentation by the oral 
and maxillofacial surgeon. In order to 
properly code an extraction performed 
on a patient, the documentation must 
specify whether the extraction is 
simple or surgical, as well as details of 
what the procedure entailed. Simply 
documenting FBI or PBI (full/partial 
bony impaction) is most likely not 
enough to support the code selected. 

The OMS National Insurance 
Company (OMSNIC) stresses that 
detailed documentation is a key 
principle of solid risk management; 
the time and effort spent documenting 
procedures will be returned many 
times over. The OMS must ensure the 
documentation is objective. In clinical 
documentation, the SOAP (Subjective, 
Objective, Assessment and Plan) 
method of documentation is most 
common among doctors:

• Subjective: information the patient 
reports directly to you. The 
subjective portion is not factual 
information, and has potential to 
change over time;

• Objective: consists of what you, 
the clinician, observe. It may 
include information such as the 
results of tests ordered, vital signs, 
and observations of an exam. It 
can also include emotional and 
psychological factors, such as 
demeanor and affect;

• Assessment: the likely diagnosis or 
diagnoses; and

• Plan: the steps to be taken to treat 
the patient.

The Objective portion of the note is 
for the doctor to record the physical 
findings. Unfortunately, it’s not always 
easy to assign objective implications to 
a patient’s subjective statements  
and/or physical complaints. OMSNIC 
recommends an easy way to guarantee 
the documentation is completely 
objective is to quote the patients. If 
there isn’t a quote to document, choose 
words carefully to ensure that what 

is written cannot be misinterpreted 
as biased or hurtful. For more 
information on the SOAP method of 
documentation, visit the OMSNIC 
Web site at https://www.dds4dds.
com/omsnic/Pages/default.aspx. 

Visit the AAOMS Web site at http://
www.aaoms.org/members/resources/
practice-management-and-allied-
staff/ for additional information and 
education on procedural and diagnosis 
coding, or consider attending an 
AAOMS coding workshop. T
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